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coordinated
i. "Plan" means the area specific provisions, requirements and pro

theto (6-1-94)care
program. 


j. primary care .case management" means the process i n  which a phy

sician is responsible for direct care of a patient, and for coordinating and

controlling access to or initiating and/or supervising other health care ser


needed vices 

k. qualified medical professional" means a-duly licensed physician

i n  the following specialties: pediatrics Internal medicine Family &actice
General Practice General Surgery, Obstetrics/Gynecology, or a physic1 an in 
any other specialty who .chooses to assume the function of primary care case 
management. It also includes nurse practitioners, and physicIan assistants.
Licenses must be held i n  the states where services are beingrendered

(6-1-94) 


"Referral"meanstheprocessbywhich patient/recipients gain 
access to 

1 .  
non-exempt covered services not provided by tf:e .primary carepro


vider. It I S  the authorization for non-exempt outside services. (6-1-94) 

m. "Waiver'.' means the authorization obtained from the Health Care 


Financing Admini stration to impose various mandatory requirements related to 

coordinated care as provided i n  sections 1915(b) and 1715 of the Social Secu

rity Act. (6-1-94) 


03. Primary Care Case Management. Under this model of. coordinated 
care, each patient/recipient obtains medical services through a single primary
care provider. T h i s  provider either provides the needed service or arranges
for non-exempt services by referral. this management function neither reduces

expands services. 
nor !he ofscope (6-1-94) 

a. Referrals. The. primary care provider is responsible for making

all reasonable efforts to monitorandmanagethepatient/recipient'scare,
providing primary care services and mazing referrals for outside services
when medically necessary. All outside services not specifically! exempted
require a referral . Outside services provided without a referral will no! be 
paid. All referrals shall be documented i n  recipient s patientrecord

(6-1-94 j 

b. 	 ExemptedServices. All servicesaresubjecttoprimarycareBcasemanagementunlessspecificallyexempted.Thefollowingservicesare 


exempt:services planningPodiatry,
family emergency
care,care,
dental 

Audiolog Optical /Ophthalmology/Optometristservices, chiropractic, pharmacy
nursing {he, ICF/MR services, and i m m u n i z a t i o n  (6-1-98) 


04. 
Participation, (6-1-94) 


a. Participation. (6-1-94)
Provider 

i .  Qualifications.Primarycarecasemanagementservicesmaybe 


provided by qualified medical professionals, licensed to practicei n  the state 

are serviceswhere (6-1-94) 


i i . andRestrictions. (6-1-94) 


(1) quality of Services. Provider shall maintain and provide ser 

vices i n  accordance with community standards of care. Provider shall exercise

his/her best efforts to effectively control utilization of services. Providers 

must provide 24 hour coverage by telephone to assure patient/recipient 

(6-1-94)

access 


to services. 


(2) Provider.Agreements.Providersparticipating
signanagreement on
casemanagementmustsignanagreement.Clinicsmay 

i n  primarycare 

of 
their 
qualified 
medical 
professionals. (6-1-94) 
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limits number 
(3) .Patient Providersthe of
patient/recipients they wish to manage. subject to this limit, the provider
must accept all patient/recipients who either elect or are assigned !o .pro
provider unless. disenrolled in accordance with the next 
may change their limit effective the-first day of any paragraph Providers 

the date
prioreffective of (6-7-94)
thirty (!O) days to change. 
month by written request 


(4 )  Disenrollment.Instancesmayarisewherethe provider/patient
relationship breaks down due to-faliure of the patient to follow the plan o f  

patient/recipient’s
reasons. Accordingly, a provider ma choose to withdraw as

month
care or for other 

primary care provider effectivetze first day ofanby .written notice to the patient/recipient and the Department thirty(38) days
prior to the date of withdrawal. This advance notice requirement may be 
waived


Department. by the (6-1-94) 

(5) Record Retention. providers must retain patient and financial


records and provide the Department or Its agent access to those records for a

minimum of five (5) years from the date of service. Upon the reassignment of 
a

patient/recipient to anotherprovider,theprovidermusttransfer(if a 

request is made) a c o p y  o fthe patient'smedlcalrecord to the new provider.

Provider must also disclose information required by section 040.0! of this 


when chapter, applicable. (6-1-94) 


(6) Termination or Amendment of Provider Agreements. The Department

may terminate a provider s agreement as provided i n  section 040.03 of this

chapter. An agreement may be amended for the same reasons. 

(6-1-94) 

i i i .  Payment. Providers will be paid a case management fee for pri

mary care case management services i n  an amount determined by the Department.
The fee will be base! on the number o f  patient/recipients enrol led under the
provider on the first day of each month. For providers reimbursed based on 
costs, such as Federally Qualified Health Centers and Rural Health Clinics,
the case management fee 1 s  considered one hundred percent (100%) of the rea

costs 
sonable 07 an service. (6-1-94) 


b. RecipientParticipation. (6-1-94) 

i . Enrollment. (6-1-94) 
(1) Voluntary Programs. I n  voluntary plans, thepatient/recipientwill begiven an opportunitytochoose. a primarycareprovider.Ifthe

patient/recipientis unable to choose a provider but wishes to participate i n 

!he plan provider will be assigned-by the Department. If a voluntary plan

subsequent1a becomes mandatory, provider selection/assignment will remain


where unchanged (6-1-94) 


(2) MandatoryPrograms. I n  mandatoryplans,a
participating provider
assignedifthe patient/recipient failstochoose a 

provider will be 


after given the opportunity to do so. Members of the. same family80 not have 

tochoosethesameprovider All patient/recipients I n  theplanareaare

required to participate in the plan unless individually granted an exception.


from
Exceptions participation
: 

in mandatory are for 
(6-1-94)patient/recipients 

plansavailable
who 


(A). Have to travel more than thirty (30) miles, or thirty (30) min

utes to obtain primary care services; 

(6-1-94) 

(B) Have an eligibility period that is less than 3 months; (6-1-94) 


(C) Live i n  anexcludedthe 
area from 
waiver; (6-1-94) 

(D) Have an eligibility period that is only retroactive; or 

(6-1-94) 
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(E) medically
Areonly
as needy. (6-1-94) 
i i . Changing Providers. If a patient/recipient i s  dissatisfied with

his/her provider, he/she may change providers effective the first d a y  o f  any
month by requesting to .do so in writing no later than fifteen (1g) days i n
advance. This advance notice requirement may be waived by the Department

(6-1-94) 
iij. Changing Service Areas. Patient/recipients enrolled i n  a plan

cannot obtain non-exempt services without a referral from their primary care
provider. Patient/recipients who move from the area where they are enrolled 
must disenroll i n  the same manner as provided in the preceding paragraph for
changing providers, and ma obtain a referral frometheir primary care-provider
pending !he transfer.suchreferralsarevalidnot to exceedthirty (30
days. (6-1-941 

Resolution. 05. Problem (6-1-94) 
a.Intent. To helpassurethesuccessofcoordinatedcare,the

Department 	intends to provide a mechanism for timely and personal attention to
related (6-1-94)the to 
program. 


b. LocalProgramRepresentative. To facilitate problem resolution
each area will have a designated representative at the locay or regional level
who will receive and attempt to resolve all complaints and problems related to
the. plan and function as a liaison between patient/recipient and providers
It is anticipated that most problems and complaints will be resolved infor
mally at this level. 

(6-1-94) 
c. Registering a Complaint.Bothpatient/recipientsandproviders

may register a complaint or notify the Department of-aproblem related to the
coordinated care plan either by writin or telephoning the local pro ram re 
resentative. A1 1 problems and complaints received will be logged. the health
representative wily attempt to resolve conflicts and disputes whenever possi
bleandreferthecomplainantto alternative forumswhereapproriate

(E-1-94j 
d.Grievance.If a patient/recipient orprovider i s  notsatisfied

with the resolution of a probyern or complaint addressed by the program repre
sentative, he/she/ ma .file a formal grievance i n  writing 

!he
to the representa

tive. The representative ma where appropriate, refer matter to a review
committee designated by the Department to address issues such as quality of 
careormedicalnecessity.However,suchdecisionsarenot binding on the
Department. The Departmentwill 1 1  respond i n  writing to grievances withinthirty

of (30)  days (6-1-94y 
e. Appeal.Decisions i n  responseto grievances maybeappealed.

Appeals by patient/recipients are considered as fair hearings and appeals by
providers as contested cases under the Rules Governing Contested Case Proceed
in s and Declaratory Rulings, 16 IDAPA Title 05, Chapter 03, and must be
filed 1 n accordancewiththeprovisionsofthatchapter. (6-1-94) 
015. CHOICE OF PROVIDERS. (7-1-93) 

01. Service Selection. Each recipient ma obtain any services avail

able from any participating Institution, agency, pharmacy, or-practitioner of 

hischoiceunlessenrolled i n  a coordinatedcareplanThishowever,does 

not prohibit the Department from establishin the fees which will be paid to 

providers for furnishing medical and remedia? care available under t h e  M APro


such 
ng to the qualifications of providers of 
gram, or from setting standards relati 

care. (6-1-94) 
Option. 02. Lock-In (7-1-93) 
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a.Department may implement a total or partial lock-in program
The

for any recipient found to be misusing the MA Program according toprovisions

i n  Subsection 190.05.; but a12-31-91) 


. .  b, I n  situations wheretherecipienthasbeenrestrictedto 
and har-

a
recipient lock-in program that recipient may choose the physician
pharmacy of his choice. The providers chosen by the lock-in recipient willbe
identified on therecipient'sidentificationcardeachmonth. (11-10-81) 

03. Out-of-state Care Provided Outside-The State of Idaho. All out

of-statemedicalcarerequirespreauthorizationbytheDepartmentorthe

Department's designated Peer Review Organization PRO), with the exception of


counties emergencyurgent care. (2-15-93)
bordering and or medical 

may medical and from


providers 
a. MA recipients receive care services


located i n  counties bordering Idaho without preauthorization b the 

department. However PRO review may be requiredpursuant to Subsections 078.04.

and 080.02. Approval by the Bureau of Medicaid Bo1 icy and Reimbursement or 


to pursuant Subsection 015.03.e. a1 1 long-term care outside the state of idaho
its successor is-required for 
(2-15-93) 


b. emergency/urgent
out-of-state (2-15-93)
care. 


i. emergency/urgent inpatient-hosital care must be reviewed using
the same procedures and guidelines as in-state emergency hospital admissions
by the PRO. Transfers from an Idaho Hospital to an out-of-state nonadjacent
county must be reviewed using the same procedures and guidelines as
in-state

hospital 
by the PRO. (2-15-93)transfers 


i i .  emergency/urgent out-of-state outpatient hospital clinic and/or
physician services do not require review by the Department or the Department's
approved PRO. The provider must supply sufficient Information to support a
finding thatthecareprovidedwasforanemergency/urgentsituation 

(2-15-93j 
c.Regional Unit 
The Medicaid (RMUt will preauthorize all 

nonemergencycare-providedout-of-stateforoutpatienthospitalservices,
rural ea1 h clinics federally qualified health centers, physicIan services
and physician extender services, dental services podiatrists services, optometric services, chiropractor services, home health services physical therapy
services, occupational therapy services speech and audiology services pri
vatedutynursing,clinicservices,rehabilitative services, servicesand 

care personal (2-15-93) 

i .  A requestfor out-of-state reauthorization may be initiated by 


the recipient, the recipient's physician(s) and/or the treating facility The 

preauthorizationmustbe obtained priortothescheduleddate of the 

nonemergency service. Failure to request a timely authorization will result i n 

denial-of Medicaid payment for the out-of-state care and any associated trans

portation (2-15-93) 


i i :  There will be no Medicaid payment if the service is determined 

to be available closer to the recipient s residence or if no preauthorization

wasobtainedpriortothedateoftheserviceasrequired. (2-15-93) 


iii. The only exceptions to the preauthorization requirement are-
(2-15-93j 

$a) When eligibility for Medicaid is determined after the service 

was provided, The service still must be determined to be not available closer


recipient the to s residence. (2-15-93) 

(b) Out-of-state nonadjacent county lab and x-ray services when the 

be
recipient does not have to travel outside the state for the services to 
(2-15-93)
provided. 
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(c) Mail order pharmacies will not require preauthorization when-the 

recipient 1s not required to travel outside the state to receive the service


(2-15-93j 

(d) Services for which Medicare is the primary payer of service 

i .  A requestfor out-of-state reauthorization may be initiated

(2-15-93)

by

the recipient the recipients physician(s), and/or the treating facility . The
preauthorizationmustbeobtainedpriortothescheduleddate of the 
nonemergency service. failure to request a timely authorization will result i n
denial-of medicaid payment for the out-of-state care and any associated trans
portation costs. (2-15-93) 

i i .  There will be no Medicaid payment if the service is determined 

to be available closer to the recipients .residence or if no preauthorization 

wasobtainedpriortothedate of theserviceasrequired (2-15-93) 


!ii. The treating physician and the admitting facility is responsible 

for assuring that the Department's designated PRO has preauthorized the out 

of-state Inpatient (2-15-93)
nonemergency
for
care. 


iv. No payment for services not preauthorized by the Department's

designated PRO maybeobtained.fromtherecipient,absenttheMedicaid 

(2-15-93)
recipient's Informeddecisiontoincurthecost OF services. 


v. Theonlyexceptionstothepreauthorizationrequirementare. 
(2-15-93j 


(a) When eligibility for Medicaid is determined 
after.theservice 

wasprovided.The service still must be determined not tobe available closer 

to the recipients residence (2-15-93) 


(b) Services for which Medicare is the primary payer of service 
(2-15-93j 

manual vider 
vi. The PRO review will be governed by provisions of the PRO pro 


(2-15-93) 

I 

e. Long-term care-outside the State may be approved by the Depart 

ment on an individual basis I n  temporary or emergency Situations Nursing home 

care .will be limited to the period 07 time required to safely transport the 

recipient to an Idaho facility Out-of-state care will not be approved on a 

permanent s. (11-10-81) 


016. -- 019. (RESERVED). 
020. PROCESS. 
APPLICATION (7-1-93) 


01. In-state Provider Application. In-state providers may apply for

providernumbers with the Bureau. those in-state providers who havepreviously

been assigned a medicare number may retain that same number The .Bureau willwill
confirm tz e status for-a11 applicants with the appropriate licensing board and
assign anumber 7s). (3-22-933 


02. Out-of-StateProvider Application.
Pro

Out-of-state providers who 

wish to participate In the Medical Assistance ram must complete 
a provider
application and be assigned a provider .number by!he .Bureau. the Bureau will 1 
contact a representative of medicaid or a licensing agency i n  the state i n
which the provider practices to confirm the provider applicants professional

and status (11-10-81) 


03. Denial .of Provider Application. The Bureau must not accept the
applicationof a providerwho I S  suspendedfrommedicareorMedicaid 

(11-10-81)
in 


another state. 
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021. DIRECTIVES".
"ADVANCED (4-30-92) 


01. Provider Participation. Hospitals, nursing facilities providers
of .home health care services(home health agencies, federally qualified health
clinics, ruralhealth clinics), hospiceproviders,andpersonalcare 

(4-30-92jR.N 

must: supervisors 


a. Providealladultsreceivingmedicalcarewrittenand oral
information (the information provided must contain all material found i n  the
Department's a proved advanced directive form Your rights As A Patient To
make Medical treatment Decisions") which defines their rights under state la

makeconcerning
decisions medical
to care. (4-30-92r 

i .  The provider must explain that the recipient has the right to

make decisions regardin their medical care which includes the right to accept
or refuse treatment. if the recipient has .any questions regarding treatmen!,
thefacility or agency will notify the physician of those concerns. Their phy
physician can answer any questions they may have about the treatment. (4-30-95) 

i i .  The provider will inform the recipient of their rights to formu

late advance directives such as Living W i l l "  and/or Durable Power o f  Attor-

Health ney For (4-30-92) 
i i i .  TheprovidermustcomplywithSubsection 021.02.(4-30-92) 

b. Provide all adultsreceivingmedical care written information on


theprovider’s policies concerningtheimplementationoftherecipient'?

rights regardin Durable Power of Attorney for HeaIth Care," "Living W i l l 

ani the recipients right to accept or refuse medical and surgical treatment 
(4-30-92j 


c. Document i n  the-recipient's medicalrecord whether the recipient
has executed an advance directlve L i v i n g  will 1 1  and/or "Durable Power of
Attorney for Health Care") or, have a copy of the Department

Medical
s 
Treatmentadvance directive form ("Your: Rights as a Patient tomake approved 

Decisions") attached to the patlent s medical record which has been completed
acknowledging whether the patient/residenthas executed an advance directive
("Living i i  19'' and/or "Durable Power of Attorney for HealthCare"). (4-30-92) 

d. The provider cannot condition the provision of care or otherwise 

discriminate against an individual based on whether that recipient has exe-

(4-30-92)
cuted an Advance 
Directive. 


e. Ifthe provider cannot comply wit! the patient's L i v i n g  W i l l
and/or "Durable Power of; Attorney for Heal!h Care as a matter of conscience,
the provider will assist the recipient i n  transferring to a facility/provider
that (4-30-92) 

f.Provide-educationtotheirstaffandthecommunityonissues 
(4-30-92)
advanced concerning 


02. When"AdvancedDirectives"MustBeGiven.Hospitalsnursing

facilities,providersofhomehealthcare{homehealthagencies,federally

qualified health centers, rural health c l i n i c s  hospice agencies, and per

sonal c a r e  R.N. supervisors must give information 


adult 
concerning "Advanced Direc


tives recipients in the ?allowing situations: (4-30-92)
to 


a. Hospitals must give the informationatthetime the 

recipient's 	 admission as an inpatient unless Subsection 021.03. applies


(4-90-92j 


as admission 
b. Nursing facilities must give the information at the time of the 


a resident. (4-30-92) 
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c. Home health providers must give the information to the recipient

i n  advance of the recipient coming under !!he care of the provider. (4-39-92) 


d. personal 
The care R.N. supervisors will inform the recipient

when the R.N. completes the R.N. Assessment and Care Plan. The R,N, supervisor 


the 
will1 1  i inform the qmrp and personal care attendant oftherecipientsdeci
sion regarding Advanced Directives . (4-30-92) 

initial

the care 	receipt 

e. A. hospice provider must give information at the time of
(4-30-92)
of 
recipientby hospice 


03.InformationConcernin"Advanced. directives" atthe.Time an
incapacitatedIndividual i s  admitted An. individualmaybeadmittedto a
facility 1n a comatose or otherwise incapacitated state and be unable to
receive information or articulate whether .he has executed an advance dl rec
t i v e  I n  this case, to the extent thata facility issues materials about poli

cies and procedures to the families or to the surrogates or other concerned 

persons of the incapacitated patient i n  accordance with state law, it must 

alsoincludetheinformation 

relieve the facility from its

concerning advancedirectivesThisdoesnot 
incapacitated 

ob1 7 ation to provide this Information to the 
once longer (4-30-92)patient he is no 


04. ProviderAgreement.Theprovider will sign a "Memorandumof

understanding Regarding Advance Directives with .the Department. until the 

Patient's Notification of Advanced Directives" I S  Incorporated within the

Provider Agreement. B
!he 

signing the-Memorandum of Understanding orethe Medicaid
Provider agreement provider I S  not excused from its obligation regarding9advanced directives to the general public per Section 1902(a) of the Socia
Security as 4751Act, OBRA 
amended by Section of 1990. (4-30-92) 


022. -- 024. (RESERVED). 

025. LIENS. No lien or encumbrance of any kind is to be required from, or 

imposed against, the property of any person prior to his death because of .MA

ald or to be paid on his behalf, or at any time if he was under sixty-five
B 65) years o f  age when he received such MA benefits except pursuant to the 


Judgment of a court on account of benefits incorrectly paid on behalf of such

individual. (11-10-81) 


PAYMENT. FOR CONDITIONS (7-1-93) 


01. Recipient Eligibility. The Department will reimburseproviders
for medical care and services regardless of the current eligibility status of 

the MA recipient i n  the month of payment, provided that each of the followin 

conditions are met: (11-10-813 


a. The recipient was found eligible for MA for the month, day and 

year during which the medical care and services were rendered; and (11-io-81) 


b. The recipient received such-medical care-and-servicesno earlier

than the third month before the month I n  which application was madeon such

recipient's behalf; and (11-10-81) 


c. Not more than twelve (12 months have elapsed since the month of 

the latest recipient services for which such payment I S  being made. Medicare 

cross-over claims are excluded from the twelve (12) month submittal limita-

(11-10-81)
tion. 


02. Time Limits. The time limit set forth i n  Subsection 026.01.c

shall not apply with respect to retroactive adjustment payments, (12-31-91) 


03. AcceptanceofState Payment. By participating i n  the Medical

Assistance Program, providers agree to accept, as payment i n  full, the amounts 

paid by the Department for servicesto 
Medicaidrecipients.Providersalso 

agree to provide all materials and services without unlawfully discriminating 
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on the grounds of race, age, sex, creed, color, national origin, p h y s i c a l 

or (9-$2-93) 


027. -- 029. (RESERVED). 
030. THIRD PARTY LIABILITY. (7-1-93) 


01. determining Liability of Third Parties. The Department will take
reasonable measures to determine any legal liability of third parties for the
medical care and-services included under the MA Pro ram, the need for which
arises out of injury disease, or disability of an i A  recipient. (11-10-81) 

02, ThirdPartyLiabilityas a CurrentResource. In determining
whether MA I S  payable, the Department is to treat any-third party liability as 
a current resource when such Piability 1s found to ex1 st and payment b the
third party has been made or will be made within a reasonable time. (11-110-81) 

03. Withholdin Payment. The Department must not withhold payment on

behalf of an eligible 8A recipient because of theliability of a third party

when such l i a b i l i t yor the amount thereof, cannot be currently established or 

I S  not currently available to pay the recipient's medical expense. (11-10-81) 


04. SeekingThirdPartyReimbursement.TheDepartment will seek
reimbursement from a third party for MA when themparty's liability 1s estab
lished after MA I S  granted and i n  any other case i n  which the liability of a
third party existed, but was not treated as a current resource with the
exceptions of absent parent without a second valid resource, prenatal, EPSDT

EPSDT and services. (2-4-91) 

a. The Department, will seek reimbursement for MA from a recipient

when a recipient's liability 1 s  established after MA has been granted and
fll-10-81) 

b. I n  anyothersituation in whichtherecipienthasreceived 

direct payment from any third party resource and has not returned the money to


for the 
department MAreceived. (11-10-81) 

05. Billing Third Parties First. Medicaid providers must bill all

other sources of direct third party payment, with the exception of absent ar
ent (court .ordered) without secondary resources, renatal EPSDT and EbSDT
related services beforesubmittingtheclaimto !he departmentIfthe 
resource 1s an absent parent (court ordered) and there are no other viable 

Iresources available or.1f !he claims are for prenatal EPSDT, or EPSDT related
services, the claims will be paid and the resources billed by the Department

(2-4-91 j 
06. Accident Determination. When the patient's Medicaid card indi


cates private insurance and/or when the diagnosis indicates an accident for 

whichprivateinsurance is oftencarried,theclaimwillbesuspendedor 


payment
denied until it can be determined that there i s  no other source of(~P-lo-s~j 
07. Third Party Payments in Excess of Medicaid Limits. The Depart


mentwillnotreimburse providers forservicesprovidedwhentheamount

received by ,the provider From the third party payor 

(11-10-81)
reimbursement services. 
1 s equal to or exceeds the

levelof allowed by MA the 

08. SubrogationofThirdPartyLiability. In all caseswherethe 


Department w i l l  be required to pay medical epxenses for a recipient and that

recipient I S  entitled to recover any or aY 1 such medical expenses from any

third party, the Department will be subrogated to the rights of the recipient

to the extent of the amount of medical assistance benefits paid 
by the De art 

ment as the result of the occurrence giving rise to the claim against the 

third party. 711-10-81) 
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a. If litigation or a settlement i n  such a claim is pursued b the
MA recipient, the recipient must notify the Department. (11-10-81) 

b. Iftherecipientrecoversfunds,either b settlement or judg 
ment, from such a third party the recipient must repay the amount of benefits
paid by the Department onhi hisbehalf (11-10-81) 

09. Subrogation of Legal Fees. 

a. If an MA recipient incurs the obligation to pay .attorney fees

and court .costs for the purpose of enforcing a monetary claim to which the
Department 1 s  subrogated,theamountwhichtheDepartment I S  entitledto 
recover, or any lesser amount which the Department ma agree to accept i n  com
promise of its claim, will be reduced by an amount which bears the same rela

!ion t o  the total amount o f  attorney fees and court costs actual1 paid by the
recipient as the amount actually recovered by the Department exclusive01 the 
reduction for attorney fees and court costs, bears to the total amount paid b 


to party third the (ll-10-81y 


b: 	 If a settlement or judgment is received by the .recipient which 
is fordoes specify portion of the settlement or judgment which 

.or j u d g m e n t  a p p l i e s 
medical expenses, itwill 1 1  be presumed that the settlement

first to !he medical expenses Incurred b the recipient i n  an amount equal to 

the expenditure for benefits paid by the department aasresult of the payment 


to payments or (11-18-81) 

COST FROM The intends 
031. MEDICAID RECOVERY PARENTS. Department to 

recover from a child's parent all or part of the cost of Medicaid services to 
Mentally Retarded 

facility (NF), in an Intermediate Care Facility for thethe child i n  a Nursing
(?CF/MR) or under Home Care for Certain Disabled Children

natural The child must be under eighteen
1 s  ma6e under Sections 32-1003, 56-2038,natura or adoptive parent. Recovery 

18). Recovery is from the child's 
and 56-209b, Idaho Code. Upon application for Medicaid, the applicant assigns
to the State of Idaho his rights to recover payments for his medical expenses
from, any1 1  ab1 e third party, 1including a parent. 

IVE of the social Securitya child receiving adoption assistance under Title
Recoverywill 1 1  not .be made for 

Act, or under the state Adoption Assistance Pro ram. The Examiner must tell
the parent(s) o f  a child applying for Medicaid help with NH, ICF/MR, or HCCDC
that he ma be required to share i n  the-cost o f  Medicaid services f o r  t h e
child. No eligible child will be denied medicaid services if a responsible 

falls 
parent falls to pay the assessment. Medicaid payments to providerswily not be 


parentthe ifreduced (7-6-94) 


01. parent Gross Assessment-Income. Parent gross assessment income 
i s  the parents adjusted gross federal income as reported on the last calendar
year's federal income tax form 1040 or 1040A adjusted Gross income The fig
ure on the lineentitled a d j u s t e d  g r o s sincome of the 1040 or 104 A is for 
two-parent families whether filing Jointly or separately. Where the child's
custodial parent lives with t h e  c h i l d s  stepparenttheamount.ontheline
entitled adjusted Gross Income on the 1041 or 1040A must be adjusted by sub
tracting the stepparent's income. Parents who have not yet filed a tax return 
must provide an estimated adjusted gross income amount. The-tax returnemust
be provided when filed. Parents who claim this year's income I S  substantially
differentfromtheirpreviousadjustedgrossfederalincomemust 

(7-6-94)of proof 
provide 


02. Stepparent Income. Where the .parent's spouse is the child's 

stepparent, the parent's community property interest i n  the 
stepparent's
Income 1s notincome to the paren! for calculating the parent's assessment
income (AI). (7-6-94) 

03. TwoParentAssessment.Wherethechild'sparentsareliving
apart, each parent I S  separately assessed. The assessment of each parent I S
lowered, i f  necessary, so !he total assessment for the child 1 s not more than
the Medicaid payments made for the child during the assessment year. (7-6-94) 
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Compiler’s notes. Former 8 67-5202 was 
amended and redesignated as 0 67-5250 by
3 35 of S.L. 1992, ch. 263, effective July 1,’ 1993. 

Section 241 of S.L. 1994, ch. 180 provided 
that such act should become effective on and 
after the first Monday in January, 1995 [Jan
uary 2, 19951 if the amendment to the Con
stitution of Idaho changing the name of the 
state auditor to state controller [1994 S.J.R. 
No. 109, p. 14931 was adopted at the general 
election held on november 8,1994. Since such 
amendment was adopted, the amendment to 

this section by 5 218 of S.L.1994,ch. 180 
became effective January 2. 1995. 

Sections 217 and 219 of S.L.1994, ch. 180 
are compiled as $8 67-4917C and 67-5303, 
respectively. 

Section 241 of S.L. 1994, ch. 180 provided:
“This act shall be in full force and effect on 
and after thefirst Monday of January, 1995. if 
thestate board of canvassershas certified 
that an amendmentto the Constitutionof the 
State of Idaho has been adopted at  the gen
eral election of 1994 to change the nameof the 
state auditor to state controller.” 

67-5202A. Numbering and format of rules. [Repealed.) 

Compiler’s notes. This section, which 1980, ch. 204, 6 1, p. 468, was repealed by 
comprised 1965, ch. 273, $ 2, p.701; am. S.L.1992, ch. 263,0 5, effective July 1,1993. 

67-5203. Publication of administrative bulletin. - (1)Alldocu
ments requiredor authorized in thischapter or by other provision of law to  
be published shall initially be published in the bulletin. The bulletin shallbe 
published by the administrative rules coordinator not less frequently than 
the first Wednesday of each calendar month,but not more frequently than 
every other week. 

(2) The bulletin shall contain all previously unpublished documents filed 
with the coordinator in compliance witha publication schedule established 
by the coordinator. 

(3) Each issue of the bulletin shall contain a table of contents. A 
cumulative index shall be published at least every three (3) months. 

(4) The following documents, if not required to be otherwise published, 
shall be published in the bulletin: 

(a> all proclamations and executive orders of the governor; 
(b) agency noticesof intent to promulgate rules, notices of proposed rules, 
and the textof all proposedand final rules?together with any explanatory 
material supplied by the agency; 
(c) all agency documents required by law to  be published in thebulletin; 
and 
(dl any legislative documents affecting a final agency rule. 
(5)The textof all documents publishedin the bulletin shall be the official 

text of that document untilthe document has been published .in the 
administrative code. Judicial notice shall be taken of all documents pub
lished in thebulletin. 

(6) The coordinator shall provide a process for access to  the contents of 
the bulletin and to the administrative codeby electronic means. [I.C.,
9 67-5203, as added by 1992, ch. 263,O 3, p. 783; am. 1993, ch. 216,s 102, 
p. 853;am. 1993, ch. 245, 9 1,p. 587; am. 1994, ch. 371, 5 1, p, 1194.1 

Compiler’s notes. Farmer 5 67-5203 was Section 101of S.L. 1993, ch.216 is compiled 
1 amended and redesignated as 8 67-5221 by as 5 67-5201. 

9 10 of S.L. 1992, ch. 263, effective July 1, Section 2 of S.L. 1993, ch. 245 is compiled 
s1993. as 8 67-5205. 


